To evaluate nursing care measures offered to women in labor before delivery in the model maternity unit of Vale do Jurua region/AC, according to the dictates of care quality indicators proposed by the Ministry of Health. Method: Cross-sectional study, descriptive and quantitative approach, participant observation method. Results: There were no restrictions on fluids, or permanence of a companion; non-pharmacological methods were stimulated; the absence of the use of the partograph was noteworthy (A); enemas, intestinal cleansers and shaving were eliminated from the routine procedures (B); some pain relief technologies without sufficient evidence for their indication were not used (C); frequent vaginal examination, cardiotocography and oxytocics administration occurred in more than 30% of cases, according to each conduct. Conclusion: excellence in care provision in delivery requires reflection of the parts involved, as well as implementation and consolidation of existing public policies to ensure comprehensive and humane care measures.
INTRODUCTION
The delivery process is a special phase in women's and their partners' universe. It is a moment full of different and ambivalent meanings that need to be interpreted and understood, because the episodes experienced by women may reflect positively or negatively at this moment (1) .
During labor, the women need care actions free of trauma. The humanized practice collaborates so that it proceeds as smoothly as possible. The nurses are essential in this process because they act on the hosting and advocate favoring non-invasive care (2) .
Obstetric nursing has many challenges and the minimization of maternal suffering is among them. Studies are conducted to highlight the best actions, but even in the face of scientific evidence, it is still common to have practices that should have been eliminated (3) .
Some labor and childbirth evidence-based habits have been widely reported in various social spheres. However, few institutions have respected the implementation of such guidelines, resisting what is considered safe and beneficial in the process of giving birth nowadays (4) .
The professionals who provide care to laboring women must be prepared to meet the mother respecting all the concepts and meanings that exist at this time because the birth experience is different for each patient and will depend on the experiences they had during pregnancy and the idealizations they have for the time of birth (5) .
In view of these considerations, this study aimed to characterize the nursing care provided to women during labor before delivery, especially in the context of the guidelines recommended by the World Health Organization (WHO) (6) and Ministry of Health (MOH) (7) , highlighting the procedures and care provided by professionals in the first clinical stage of labor.
The importance of this research was to acknowledge the assistance provided by the nursing team during labor, focusing on the healthcare quality indicators proposed by the WHO (6) and MOH (7) .
METHODS
A cross-sectional descriptive study with a quantitative approach through participant observation method, carried out from October 2013 to February 2014 in a reference hospital in the city of Cruzeiro do Sul, Acre.
In the city under study there is only one public system accredited hospital that provides care for women during childbirth. This institution assists pregnant, laboring and postpartum women and patients with gynecological pathologies, of the city itself and neighboring municipalities that do not have health services specialized in the treatment of women.
The study population consisted of 23 members of a nursing team working in the assistance to women during the first clinical stage of labor, working in shifts of 12 per 60 and 12 per 36 hours, making a total workload of 10 or 14 shifts a month.
For a description of the practices used in the labor care practices in the maternity ward under study, the following distribution tables of variables were structured according to the categorization of the WHO (6) :
Category A: supply of liquid; preservation of the privacy of the woman in labor; permission of presence of the companion; auscultation of fetal heartbeats; use of aseptic technique during vaginal examination; encouragement to the change of position according to the free will of the woman in labor; use of the partograph; provision of information and explanations according to the interest of the laboring woman; en-couragement in walking; advice to keep upright posture; help on use of a rocking ("horse") birth chair; encouragement to exercise on birthing ball; keeping environment cozy and free of noise; decreasing the illumination; teaching of breathing and relaxation techniques; maintaining ambient temperature; use of physical touch. Category B: Routine enema; routine shaving; routine intravenous infusion. Category C: contact with water (hydrotherapy); transcutaneous electrical stimulation therapy; soothing aromas; cryotherapy (compresses); chromotherapy; homeopathy; floral and acupuncture therapy. Category D: supply of solid food; cardiotocography; frequent vaginal contact examination; oxytocin.
The instrument for data collection consisted of a questionnaire prepared by the researchers with closed and open questions, and its construction used directives from the Practical Guide of Assistance to Vaginal Childbirth (6) and from the Birth, Abortion and Postpartum Manual -Humanized Care to Women (5) .
The data collection instrument has been implemented for three shifts of six hours during periods of morning, afternoon and evening respectively in order to improve its efficacy. It was possible to observe 18 hours of care actions provided to women in labor. In this phase we could notice the difficulty of filling it in, questions misinterpreted, and the need for introduction or bypassing questions.
Data collection occurred from October 2013 to February 2014. It was intended to observe the actions taken by the nursing staff in assisting pregnant women during the first clinical period of labor. The interest was not the personal performance of any individual or professional, but to check if the procedures recommended by MOH and WHO were being adopted in providing care to women giving birth. To avoid any information bias due to the change of behavior in the provision of care to the patients, respondents did not have access to the instrument. It is relevant to note that two of the researchers were part of the area studied as they had been working in the pre-labor department. It was decided that the researchers themselves would apply the Observation Script, when they were not working in the assistance, for they knew the researched sector and had free access to the area, and so they would not draw the attention of the students and hinder the change in behavior during the provision of care to the mother.
The observations were made by researchers seeking to obtain a representative sample of the studied reality, with monitoring of six--hour shifts, seven in the morning, eight in the afternoon and twenty-two at night: a total of 37 shifts, totaling 222 hours of observation. Thus, it was possible to observe all the nursing staff who provided care to women.
To enable the collection of data, we requested the collaboration and authorization of the managers of the hospital unit. Upon completion of data collection, we requested that the professional nursing staff who worked in the monitoring of the pre-birth to sign the authorization form for the use of the collected data.
The ethical aspects were based on the norms of the National Health Council, in its resolution 466 (7) .
The research project was submitted to the Research Ethics Committee (REC) of the Federal University of Acre under the protocol 23107.015776/2011-01 and approved on December 14, 2011.
RESULTS
Procedures and practices developed by the nurses in the unit under study are shown in Table  1 , grouped according to the degree of recom-mendation from WHO. It was found that supply of liquids was a common practice in 59.5% of cases; mothers' privacy was preserved (97.6%), there were no restrictions on the presence of a companion, fetal heartbeats were checked in 100% of pregnant women; during the vaginal touch examination practice the use of aseptic technique was prevalent (92.9%), the change in position according to the free choice of the woman in labor was oriented (47.6%) and the partograph was used in only 2.4% of cases.
All the patients were stimulated at any time to make use of at least one non-pharmacological method of pain relief, as ambulation (92.9%); use of vertical positions (83.3%), to exercise in the rocking birthing chair ("horse") (81.0%) and, to a lesser extent, the birthing ball (16.7%). Some comfort measures (such as keeping a cozy and noise-free environment, stimulating breathing and relaxation techniques, keeping room temperature and employing physical touch) were also observed, but the percentage of each of these behaviors was less than 35%, and so they can not be considered common and collective practices.
Concerning the harmful conduct and / or practices to be eliminated -Category "B" ( Table 2) shows that the enema (97.6%), shaving (100.0%) and venous access along with fluid infusion (92.9%) were not used routinely in the studied unit. Amongst the behaviors of the category "C" the use of non-pharmacological methods of pain relief with no sufficient evidence to indications were observed. It was found that hydrotherapy was used in 21.4% of the events, especially the shower. Actions such as the use of compresses (cryotherapy), chromotherapy, technical use of Transcutaneous Electrical Stimulation (TSE), of soothing aromas, floral, acupuncture and homeopathic therapies were not seen in the institution. As for category "D" that highlights some behaviors that are often used improperly, we observed that solid foods were offered (54.8%); the patients were subjected to the procedure of cardiotocography (33.3%) and there were no records of frequent vaginal rings. Regarding the use and increase of oxytocics, this was a more common practice, and was administered in 35.7% of women in labor. 
DISCUSSION
With regard to the relevant conduct that should be encouraged (A), there were no fluids restrictions in the maternity ward under study. Although there is no limitation, no liquid was offered to about 40% of the pregnant women, a percentage considered high and in conflict to what is recommended. The offer of oral fluids is part of the indications of the WHO (6) and MOH (7) during the whole process of parturition and is characterized as humanized midwifery practice and should be encouraged by the nursing staff.
In meta-analysis, the authors conclude that there is no justification for restriction of liquids in cases of low risk of cesarean sections and use of general anesthesia, so the offer should be encouraged (8) .
This research showed that the choice of companion is up to the woman in labor. The practice is part of the hospital routine during the delivery process. The percentages were higher than those found in Santa Catarina (RS), where only 54.8% of public health institutions allowed the partner's regular presence (9) .
In studies, several authors propose that the support must be placed in the context of pregnancy since the prenatal stage so they can achieve the necessary knowledge for good assistance to the needs of women during labor and delivery (10) .
The presence of a partner contributes to reduction of cesarean deliveries and more vaginal deliveries, and decreased analgesia, labor duration, infants with low Apgar and negative birth idealization (11) .
The verification of fetal heartbeats is common among professionals in the studied institution and was offered to all the women in labor. In some cases, however, the intervals were longer than one hour. There is not sufficient evidence to establish a frequency considered optimal for such monitoring, but a review study indicates that auscultation should be conducted intermittently, recommending a 15 to 30-minute interval to monitor a low risk labor (3) .
The vaginal examination followed the established standards.
We observed the lack of use of the partograph by the staff of the studied institution. The low frequency in the use of this tool was also observed in other studies (3, 12) . It is noteworthy that the use of the partogram in maternity war-ds has been mandatory by WHO regulations (13) since 1994.
The professional support and supply of information according to the interest of the laboring woman was not a frequent practice. One of the main factors of satisfaction with the service is related to the guidelines on the procedures performed (14) .
It was observed that most of the professionals stimulated ambulation during labor and, less frequently, the use of other methods of comfort and pain relief.
The change of position should be encouraged for women during childbirth. The walking and the vertical position in the first stage of labor are recommended (15) . With respect to "horse" rocking chair exercises, there are few studies which refer to this technique, and there is not enough scientific evidence for discussion.
In only 16.7% of cases we observed the stimulus to exercise with a birthing ball. These data contrast with another study in which all women have made use of the technique. The ball can be used as a recreational tool, allowing the distraction of laboring women who, relaxed, become less anxious (16) .
During the observations, it was revealed that physical touch was a practice offered by companions and little supplied by professionals. This fact corroborates another study of literature systematic review in which the authors describe the frequent involvement of the companion in training and doing massage during labor (17) .
As for the breathing techniques, the study showed that these had little encouragement (33.3%). These data are contrary to WHO and MOH indications. In addition to reducing the sensation of pain, studies show that breathing exercises can improve maternal blood saturation and hence the fetal circulation, reducing anxiety and providing relaxation for pregnant women in labor (18) .
About the attention to room temperature, offering a calm environment, free from noise and excessive light, it was observed that these practices are not common in care for women during childbirth.
In pre-delivery environments, in general, the notions of comfort such as lighting, noise reduction and privacy are not taken into account (4) .
Of the practices categorized as clearly harmful or ineffective behavior that should be eliminated (B), shaving, intestinal cleansers and routine venous access with liquid infusion are practices that were abolished in the institution under study. Evidence shows that these habits increase the cost of care, bring discomfort to the patient and show no differences in infection rates (3, 19) .
Regarding the non-pharmacological therapies for pain relief that do not have enough evidence for his statement, only the spray bath with warm water was offered to 21.4% of pregnant women. Cryotherapy, color therapy, the use of Transcutaneous Electrical Stimulation (TSE), soothing scent, floral, acupuncture and homeopathic therapies were not provided to women.
Hydrotherapy has been strongly encouraged in obstetric care. An investigation showed that it is quite safe, improves the well-being of pregnant women and increases the feeling of relaxation. Other studies point to pain reduction in women exposed to cryotherapy (18) .
As for aromatherapy, a systematic review has shown that the technique has greater influence on nulliparous patients and reduces pain only in that group, although the reduction of anxiety was observed regardless of parity (17) .
Electronic fetal monitoring, usually performed by cardiotocography -although not common in the unit under study, was observed in over 30% of cases observed. Some studies report that cardiography has disadvantages, since it is associated with increased cesarean rates and obstetric and instrumental interventions even in vaginal deliveries; it also hinders mothers' locomotion, is difficult to read thus making room for false-positives, and should therefore only be indicated in pregnancies with risk of prenatal death. So, as a common procedure, this practice should be discouraged (3) .
As for vaginal touch examination, no contradictions were identified with what is advised, since the recommendation is that a touch examination should be performed in a two-hour interval. In this study, most of the pregnant women received only one examination on the observed range, but failures in orientation were observed, because few professionals explained the indication of the practice. Opposite data were found in other studies, showing the conduction of examination on intervals of less than one hour (12) .
Regarding the use of oxytocin, the results were similar to other studies, occurring in around 30.0 to 36.0% of cases (12, 13) .
According to the WHO (6) the administration of oxytocics at any time before delivery should be avoided, since their effect might not be properly controlled.
With respect to care quality indicators offered by the nursing staff, the team under study applied the available scientific evidence, and several behaviors and appropriate technologies were used often in the provision of care to women during childbirth.
CONCLUSION
The results of this study allowed us to evaluate the nursing care, through quality indicators proposed by the WHO and MOH, offered to laboring women in the institution studied. It was possible to analyze the behaviors and interventions performed by the nursing staff with the laboring mother.
We concluded that the study hospital staff adopts the measures recommended by WHO and MOH for a humanized birth; requiring constant evaluations aimed at improving care quality indicators.
However, deficiencies in the care process regarding the provision or lack of certain behaviors / practices considered essential and easy to deploy, as the absence of labor monitoring through the partograph and supply of essential guidelines for pregnant women, were identified.
Even with the support of some public policies that deal in providing a quality obstetric care, we could identify practices that still did not fit the best evidence.
Thus, changes are still necessary, especially regarding the change in the behaviors of professionals who provide assistance, as they have the important role of enforcing the development of recommended practices, ensuring a safe, comprehensive and quality service.
We could see that some deficiencies found in this study can be mitigated with the development of permanent learning strategies to be conducted with teams in order to strengthen the humanized care practice in the obstetric ward.
To achieve a level of excellence in labor assistance in the studied institution, a reflection on the part of the staff involved, with effective participation of the managers, is recommended to organize the work process and to qualify professionals working in the area for achieving the best scientific evidence and the development of skills related to the delivery of humanized care. The implementation and consolidation of existing public policies is required to ensure the completeness of quality health production.
